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WHAT IS LIFESTYLE MEDICINE:  Lifestyle Medicine uses evidence-

based lifestyle therapeutic intervention – including a whole-food plant 

predominant eating pattern, regular physical activity, restorative sleep, 

stress management, avoidance of risky substances, and positive social 

connection – to prevent, treat and often reverse chronic disease.

Lifestyle Medicine emphasizes positive psychology and motivational 

interviewing to support behavior change. 

• Informational session presented by Erin Brackbill, MD

• Support from Blakely Amati, MD and QTIP team

• Sponsorship from Healthy Blue SC 

A Lifestyle Medicine Approach to Pediatric 

Obesity in the Medical Home



Support provided to participating practices  

Meal ideas using food 
provided by Healthy Blue:

• Brown rice

• Whole wheat pastas 

• penne & spaghetti

• Diced tomatoes

• Canned beans 

• green, black, & pinto

• Canned fruit 

• Pineapple chunks & 
peach slices

Ideas using motivational 
items donated by 
Healthy Blue:

▪ Jump ropes
▪ Stress balls
▪ Water bottles
▪ Motivational stickers 

for water bottles



Our Goal:
To inform and provide pediatricians with information and tools to help you 

address obesity and to assess patient/family readiness to change.  

Why is this 
important?

Approximately 1/3 of US children are 
overweight or obese and rates continue 
to increase with the COVID pandemic.

Physician burnout regarding pediatric 
obesity is well recognized due to the 

complexity and time-consuming nature 
of the disease. 

Medical schools include very little 
nutrition education or training on how 
to coach behavior change, which are 

essential in approaching



Participating Practices 

• Carolina Pediatrics

• Center for Pediatric Medicine (Prisma Upstate)

• Children’s Medical Center

• Coastal Pediatrics 

• Hope Health 

• Kids Choice 

• MUSC Rutledge

• ReGenesis



Carolina Pediatrics

Nazia Jones, MD 



Carolina Pediatrics:

Goal: To use template for 90% of patients 
(greater than 95%ile), to be assessed for 
readiness to change

• Began with ages 7-10 years : low patient 
volume

• Increased to 5 – 18 years : Will focus on 
documenting stage of change and follow 
up appointment

BMI>95%ile template created to include stage of 
change, labs, smart goal, and follow up. 

Handout summary given to providers.

http://www.iitoolkit.com/improvement/ihi.html



Week 1:

P: Document stage of change consistently for 

7–10-year-old well visits using BMI >95%ile 

template

D: No patients in that age group

S: Had several patient that were 13–18-year-

olds who had a BMI >95%ile (4), started 

documenting stage of change under plan of 

well visits in older kids as well

A: Expand ages for the template 

Carolina Pediatrics:



Week 2: 

P: Expand to ages 5-15 years old with BMI >95%ile

D: 6 patients in that age group with BMI >95%ile, 

counseling being done however readiness to change, 

goals poorly documented. Several comorbid 

conditions discussed (premature adrenarche, 

problems with sleep). Takes time to identify 

patients/families' reason for change (constipation, 

fatigue, anemia). 

S: Readiness to change documented in 2/6, smart goal 

documented in 2/6

A: Better documentation, utilization of BMI>95%ile 

template

Carolina Pediatrics:



Week 3: 

P: Better documentation of readiness to 

change

D: 5 patients 5-15years with BMI>95%ile, 

better documentation done for stage of 

change

S: 5/5 patients had documentation of 

stage of change. 3/5 had smart goal 

documented. 

A: Improve at making smart goals, getting 

labs on patients with  BMI >95%ile and 

making a follow up

Carolina Pediatrics:



Week 4: 

P: Improve making smart goals

D: 6 patients 5-15 years with BMI >95%ile

S: 6/6 patients had stage of change 

documented, 6/6 had smart goal when 

appropriate, better at consistently getting 

labs (Jones 2/2) and making follow up 

(Jones 2/2)

A: Work on getting labs and making 

follow up

Carolina Pediatrics:Carolina Pediatrics:



Week 5: 

P: Use template or reminders to get labs 

and make follow ups

D: 8 patients 5-15 years with BMI>95%ile

S:  Readiness to change documented in 6/8, 

Smart goal in 6/8, labs in 4/8, f/u 4/8

A: Improve at getting labs and follow up

Carolina Pediatrics:



Week 6:

P: Improve getting labs and follow up

D: 18/20 documented readiness to change, 

18/20 labs

S: Poorer documentation of stage of change 

and smart goal, follow without template 

however template takes longer to use. 8 

charts out of my 11 did not have close follow 

up. 

A: Determine better way to make reminders, 

algorithm.  Create an algorithm to follow. 

Helped when nurse would automatically get 

the labs when the patients BMI was 

elevated. 

Carolina Pediatrics:



Carolina Pediatrics 

14

In addition,  CPM’s obesity chart/algorithm was modified.  Carolina Pediatrics now has a 1-
page quick reference for our providers



Pearls:

• Incorporate the template into the process.

• Get in-house labs if patient’s BMI>95%  BEFORE provider goes into the 
room

• Patients and families were more invested when diet and exercise counseling 
were tied to co-morbidities and/or abnormal labs

• Pair follow-up visits with other issue(s)

Next Steps: 

Work on asking permission to discuss 
weight and talk about it on follow up visits

Carolina Pediatrics:



Center for Pediatric Medicine 
(CPM) 

Blakely Amati, MD



33% (23/70) of patients referred 
were not ready to start Rica Salud 
Program (had intake appt but 
never saw RD)

Of those that had started the 
program, 39% had been lost to 
follow-up.  High risk time seemed 
to be after 2nd RD visit.

Practice able to schedule all of RD 
visits for program at time or 
enrollment but not more than 3 
months out for physicians.

Program Status
September 2021

CPM - Rica Salud Program



SMART Goal: Decrease attrition rate by 10% 
by increasing number of 2nd physician appts 

(Month 4) scheduled after seeing Dietician by 
December 2021

CPM 



CPM Patient Demographics
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1. Re-engage patients lost due to physician appt not being 
scheduled

1. List of patients lost (30) created and passed along to Faith, RD to 
re-engage families in early November

2. Feedback – time consuming, low yield for RD. Suggestion to send 
list to front desk to reach out to families

2. Work to streamline scheduling process so not dependent 
on RD to remember at her 2nd visit to have family schedule

1. Flag made in Epic to alert clinic staff that patient a part of Rica 
Salud program

2. Working to create a recall list 

CPM 



CPM:   Appointment Trends

#Patients

MD Visit after 2nd RD Visit 
Scheduled

12

MD Visit NOT Scheduled 8

2nd RD Visit Due 27

Total 47



CPM:  
Integration of our Healthy Blue materials

Coupled food with a 
Thanksgiving Food Drive. 

RD using supplies with 
families to discuss healthy 
budget friendly recipes



CPM:  
Integration of our Healthy Blue materials

Handouts created with activity 
ideas (in English and Spanish)



8 year old Hispanic male who started Rica Salud 
Program in August

CPM 



Coastal Pediatrics

Participating Practitioners:  
Kelly Lipke Kelli Johnston 

Keaton Mims Stephen Stripling 

Kristen Garrett Mohammed Al Gadban

Ana Arias-Pandey Katy Ronin

Elizabeth Kirlis Arlene Shawinsky

Denise Babineau Karlayne Dufault

Catherine Snead 

Quality Staff: Pavithraa Sreekumar 



Lifestyle Medicine 
Approach to 

Managing Childhood 
Obesity in the 
Medical Home

December 8, 2021



Initial Aim Statements

• In the next 4 weeks, for all well visits between age 5-15, BMI will be 
assessed, recorded, and discussed.

• In the next 4 weeks, 75% of those patients with BMI > 95%ile, will 
have correct Z code entered (Z68.54), stage of change assessed, 
recorded and discussed, and telehealth follow up with be scheduled 
in 1 mo. (if pt. is in Preparation/Action stage). 



“LSM1” Text Macro

“LSMFollowup” Text Macro



Appointment Ticklers



LSM Intake Form 



Resources in SharePoint



Lifestyle Medicine Project
Total Charts Audited: 
10 (only participating 
providers, patients age 
(5-15) at WCC)

Analysis:

Increases observed in: 
- Appropriate BMI Z-

code
- Physical Activity 

Counseling
- Readiness for Change 

Documentation
- SMART Goal 

Documentation
- Appropriate Labs 

Ordered
- Appointment Tickler 

Made

AWESOME JOB!!!
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Additional Progress:

• 3 zoom meetings with participating 
providers

• Biweekly emails to providers from QI team-
"tips and tricks"

• Brief MI presentation at our meeting Dec 1.

• Handing out Healthy Blue goodies



Next Steps

• Template LSM intake form in Athena

• Update CPA Algorithm-the "CPA way"

• Motivational Interviewing Training

• Practice-wide roll out

• Partner with community organizations- Louie's Kids, MUSC urban farm

• https://walkwithadoc.org

• ABLM/ACLM certification

• Family Newsletter- receive monthly with easy recipes, tips, and resources

• Data collection to include no show rate for follow up appts

http:// https:/walkwithadoc.org


Hope Health

Michael K. Foxworth II., MD
Mary Beth Lynch, RN
Mary McClam, RMA



Hope Health

Initial Aim:
Within 2 months to identify 85% of patients with BMI in the 95th percentile.

Initial plan discussed:  
o To establish a documented stage of change

o Within 1 month to schedule follow up visit

o Expedite a referral to the Hope Health FQHC Nutritionist 



Hope Health

November 3rd Results  

• Working on tracking referrals 
and getting nutritionist “on 
board” with pediatric initiative

• Gathering data through chart 
reviews

• Exploring a joint project with 
DHEC (cooking classes)  

Initial Aim:
Within 2 months to identify 85% of patients with BMI in the 95th percentile.

Initial plan:
o To establish a 

documented stage of 
change

o Within 1 month to 
schedule follow up visit

o Expedite a referral to 
the Hope Health FQHC 
Nutritionist 



Hope Health

December 8th Results  

• Stage of change was documented in 45% of charts 
reviewed

• Implemented verbiage change to “Healthy Habits 
Follow Up”  (instead of weight follow up )

• Hope Health showed an increase in labs ordered.  



Hope Health

December 8th Results  
Joint project with Hope Health Nutritionist and DHEC –
in planning process. This will involve cooking classes for 
13–18-year-olds. Possible opportunity to expand age 
range and include family at later time.
Pantry items provided by Healthy Blue are given to 
patients at Nutrition appointment with healthy cooking 
ideas.



MUSC

Christine SanGiovanni, MD
Kathleen Head, MD 



GOALS:

• Increase the number of visits that 
showed that patients’ readiness for 
change was assessed and SMART 
goals were made for patients who 
had obesity

•Help residents feel more 
comfortable with motivational 
interviewing and apply 
Motivational Interviewing 
techniques during office visits 

MUSC



INTERVENTIONS

Pre-clinic talk on motivational interviewing

• Discussed the spirit of MI

• Provided questions to start “change talk”

• Defined SMART goals

• Gave examples of SMART goals

• Introduced T (type),  A (amount), F (frequency) for ease in making 

goals

• Created smart phrase for patient goals that could be placed in goal 

tab of EMR as well as placed in patient’s note or patient instructions

MUSC 



DATA 
COLLECTED

• Collected QTIP data on chart audits for 7-10 
year olds with obesity

• Included well visits or weight checks for 
patients with obesity

• Questions included 
• Was screen time, physical activity, 

and sleep hygiene discussed?
• Was the family assessed for their 

readiness to change?
• Is there documentation of the family’s 

SMART goal? 
• Was a follow up appointment made?

• Observed resident encounters with patients 
in office for well visit to provide feedback on 
either topics where Motivational 
Interviewing could be helpful or provide 
suggestions on how to improve motivational 
interviewing that was observed

MUSC 



Note template includes 

prompts for screen time and 

sleep, but not physical activity.  

Also, need more detail for 

sleep hygiene.
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MUSC 



Intervention started 

mid-November

0.00%

10.00%

20.00%

30.00%

40.00%

50.00%

60.00%

August September October November December

Assess Readiness to Change

0

0.1

0.2

0.3

0.4

0.5

0.6

0.7

0.8

August September October November December

Set Smart Goals

0.00%

5.00%

10.00%

15.00%

20.00%

25.00%

30.00%

35.00%

40.00%

45.00%

August September October November December

Made Follow-up Appointment

MUSC 



RESULTS: RESIDENT SURVEY

• 21 residents completed: 13 pediatrics/ 8 Med-peds

• 9 PGY-1’s, 2 PGY-2’s, 8 PGY-3’s, 2 PGY-4’s

Topics to use motivational interviewing: 

15 weight loss/nutrition/PA

8 smoking or other substance use

3 vaccines

2 medication compliance

1 sleep, 1 screen time

MUSC 



RESULTS: RESIDENT SURVEY 
(GIVEN SCALE 1 TO 5)

I use motivational interviewing with 
patients and patients’ caregivers: 

• 1 (Never): 0

• 2 :24% 

• 3 : 33%  

• 4 : 38%

• 5 (All the Time): 5%

I feel comfortable with using 
motivational interviewing with 

patients and patients’ caregivers: 

• 1 (Never): 0

• 2 :33% 

• 3 :29% 

• 4 :33% 

• 5 (All the Time): 5%

MUSC 



RESIDENT SURVEY RESULTS

I help patients and families 
set SMART goals: 

• 1 (Never)          : 9.5%

• 2 :43% 

• 3 : 33%  

• 4 : 14%

• 5 (All the Time) : 0

If a patient is not ready to 
make changes, I offer to 
help with change at next 

visit: 

• 1 (Never)        : 0

• 2 :14% 

• 3 : 29%  

• 4 : 29%

• 5 (All the Time): 24%

MUSC 



WHEN DISCUSSING WITH PATIENTS AND FAMILIES ABOUT MAKING 
BEHAVIORAL CHANGES, HOW OFTEN DO YOU USE THE FOLLOWING 

MOTIVATIONAL INTERVIEWING TECHNIQUES?
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in your own words

MUSC 



RESIDENT OBSERVATIONS

• Good use of Open-ended questions, but could ask more about 

benefits and barriers to change and find out what changes have been 

made so far

• Gave more advice immediately instead of using Ask-Tell-Ask 

approach

• Sometimes conversation more with parent than patient

• SMART goals not made

MUSC 



FUTURE STEPS

• Follow up on resident survey post education and 

creation of smart phrases

• Observe more residents and provide feedback on 

motivational interviewing

• Continue to audit charts to check for rates of 

assessing change, setting goals, and making follow up 

MUSC 



ReGenesis

Tamera Johnson, MD
Angela Young, MD



ReGenesis 

Goals: 

• To identify community resources for healthy eating to share with families
• To develop handouts

PDSA cycles:  

• Community Resources

o Researched local groceries and food banks;  confirmed 

address, operational, and acceptance of SNAP.  (found 

to be a time-consuming  process especially with 

verifying resources)

• Drafted three information sheets

o Did you Know? (fun facts about lifestyle)

o Do you need? (resource sheet)

o Would you like?



ReGenesis 

Goals: 
Identify community resources for healthy eating to share with families



Goal:  to develop handouts

ReGenesis 

Did You Know? 
Do You Need? 



ReGenesis 

This recipe 
was included 
because of 
one young 

man’s love of 
ranch 

dressing.

Handout:  
Would you 
like to try?



ReGenesis 

Goals: 
• To identify community resources for healthy eating to share with 

families
• To develop handouts

Next steps:

• Pilot how to distribute to patients

• Add goal about physical activity

• Plan to implement at all sites but resources to be site 

specific. 



Kids Choice

Adnan Qadeer 
Pediatrician & QI Lead provider 



Kids Choice
Aim Statement

We will increase the number of patients BMI is documented in chart 
to 50% in the  target age children 7 to 11 yrs age and increase the 
follow up appointments made for such cases to 80% 

Our Plan

To improve our current process of identifying, evaluating, discussing and 
making follow up plan for children with obesity /at risk for obesity.

Implement: 

• “healthy weight encounter”  (recording of weight, height, BP , etc.  ) 

• Evaluate readiness to change, 

• Schedule “healthy weight SMART goals FU”  appointment



Kids Choice 

CYCLE 1 : 9/15/21 – 10/15/21 

• identify children between 7- to 10-year-old  with BMI > 85th % ; 
schedule a follow up appointment specifically to address “high BMI 
and healthy weight SMART goals.

• Roles assigned and broad review of the plan

• Select an Obesity intake questions sheet, format a parent information/ 
consent sheet and make a packet of education sheets about BMI and 
healthy choices, exercise.

Results
• Identified total number of patients 182 and those identified with 

diagnostic code for obesity (7) and  follow up appointments made (4) 
• Implemented Health wight intake questioner  (5 2 1 0 Healthy Habit)  
• Researched practice strategies to improve outcomes



Kids Choice 

Cycle 2 – Oct 16th to Nov 15th

Plan: 
✓Increased sample size by adding age group 11 to 15 years 

✓ Using two measures  
1:  claims with obesity/overweight code and
2:  FU appt made

What we found:
• Total  patient in age 11- 15          =  313
• Number w Z68.53; 54 or E66.9 =   16 
• Follow Up appointment made =   10

Conclusion: 
need to improve documentation of the BMI and counseling codes 
in EMR (sometimes done during WCC but codes not entered)  



• This workshop will be offered again 
• April 21st:   Introductory Educational Session 
• April 28th – June 15th QI workshop  (for practices participating in the QI 

portion.

• New and previous participating practices (QTIP and non-QTIP) 
eligible to attend.   (limit 12 practices)

• Continued support from Drs Brackbill and Amati and the QTIP team.   
Healthy Blue will offer healthy food items for practices and support 
motivational items.

• MOC Part 4 credits available  

• To register contact:  Marlo Koger at Marlo.Thomas-Koger@scdhhs.gov

NEXT STEPS

62

mailto:Marlo.Thomas-Koger@scdhhs.gov


Appendices



CPM

64



CPM
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CPM  Spanish 
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CPM  Chalk Activities 

67



CPM- Spanish

68



CPM – link to google drive with existing resources 

69

https://drive.google.com/drive/folders/1iJpDAV3eLovIe2p1vIxFI-uq7iaID3wA?usp=sharing

https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdrive.google.com%2Fdrive%2Ffolders%2F1iJpDAV3eLovIe2p1vIxFI-uq7iaID3wA%3Fusp%3Dsharing&data=04%7C01%7CMartinLy%40scdhhs.gov%7Cac81e56e5b7c4f63321d08d9dc5e5bd5%7C4584344887c24911a7e21079f0f4aac3%7C0%7C0%7C637783120121352623%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=cLac3HaK%2F0nyCuIbzov5fs8dSkYsB4YQWOrxPHliCW4%3D&reserved=0


Kids Choice

• From motivational 
interviewing 
Booklet

Practice strategies 
that improve 
outcomes 



Kids Choice 

• From Motivational interviewing 
Booklet 

Healthy weight intake 
questionnaire


